shadow, swelling of the aryepiglottic region and epiglottis, and a normal infraglottic airway ( Figure 1) .
Treatment with cefotaxime, ampicillin and hydrocortisone, all given intravenously, was initiated. Subsequently, within two hours of admission, an inhalational anaesthetic with halothane in nitrous oxide and oxygen was provided for laryngoscopy, the patient being maintained in the sitting position. Laryngoscopy revealed a grossly swollen epiglottis and oedema of the supraglottic structures. Nonetheless nasotracheal intubation with an 8.5 mm tube was accomplished. Nasotracheal intubation was maintained for 48 hours. On the second day following intubation the epiglottic swelling was noted at direct laryngoscopy to have become entirely left-sided. Consequently the cystic area of epiglottis was aspirated using a 22 gauge spinal needle under topical" anaesthesia. A small amount of purulent fluid was obtained from the cyst and sent for microscopy and culture. Later that same day a general anaesthetic was given for the formal marsupialisation of the cyst. On return of consciousness following that procedure the patient was uneventfully extubated. Subsequent recovery was uncomplicated.
The patient's white blood cell count on admission was 13.3 X 10 9 /1 with 90% neutrophils. His throat swabs cultured a scanty growth of non-typable haemophilus influenzae. The purulent aspirate from the epiglottic cyst revealed pus cells, degenerate gram positive cocci and scanty gram negative bacilli on microscopy, with a moderate growth of bacteroides fragilis on culture. Histology of the 8 mm cyst demonstrated a simple cyst lined by squamous epithelium showing a marked acute inflammatory reaction. Blood cultures yielded no growth and paired blood samples for virology revealed no high titres and no rise in titres.
DISCUSSION
Laryngeal cysts tend to be benign but may present the anaesthetist with an unexpectedly difficult tracheal intubation. 6 ,7 Vallecular cysts presenting with acute stridor have been described, although with sterile cyst fluid and a presumptive diagnosis of infection. 8 It would appear that in the case described the growth of non-typable haemophilus influenzae obtained from throat swabs is likely to have been a normal commensal organism. Ideally swabs might have been taken directly from the epiglottis itself at laryngoscopy. Whether or not the supraglottitis arose as a result of infection in a pre-existing epiglottic cyst, the presence of the cyst is likely to have exacerbated the airways obstruction resulting from the acute epiglottitis. Marsupialisation of the cyst ensured full resolution of that focus of infection.
In view of the increasing prevalence of betalactamase-producing haemophilus influenzae type B, initial therapy with a cephalosporin or chloramphenicol would be recommended in acute epiglottitis. The use of steroids has not been demonstrated to be of value in the condition.
In the case of this particular patient, bacteroides fragilis would have been a betalactamase producer and proved to be sensitive to both antibiotics used.
